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What is Trauma?
DSM-III Definition (1980):
An event that would evoke significant symptoms of distress in almost
everyone. (Commonly included rape, combat, torture and earthquakes)

DSM-III-R Definition (1987):

Changed to additionally cover witnessing or learning about one’s family or
friends being exposed to serious dangers as well as being directly
exposed to such dangers oneself.

DSM-IV-TR Definition (2000):

Criteria A
a.
the person experienced, witnessed, or was confronted with an event or
events that involved actual or threatened death or serious injury, or a
threat to the physical integrity of self or others
b.
the person’s response involved intense fear, helplessness, or horror.

DSM-V (2013)
Criterion 1: Identifies the trigger to PTSD as exposure to actual or threatened
death, serious injury or sexual violation. The exposure must result from one or
more of the following scenarios, in which the individual:
• directly experiences the traumatic event;
• witnesses the traumatic event in person;
• learns that the traumatic event occurred to a close family member
or close friend (with the actual or threatened death being either
violent or accidental); or
• experiences first-hand repeated or extreme exposure to aversive
details of the traumatic event (not through media, pictures, television
or movies unless work-related).
The disturbance, regardless of its trigger, causes clinically significant distress or
impairment in the individual’s social interactions, capacity to work or other
important areas of functioning. It is not the physiological result of another
medical condition, medication, drugs or alcohol.

DSM-V
Criterion 2: Persistent re-experiencing of the event in one of several ways:
• Thoughts or perception
• Images
• Dreams
• Illusions or hallucinations
• Dissociative flashback episodes
• Intense psychological distress or reactivity to cues that symbolize some aspect of the event
Criterion 3: Avoidance of stimuli associated with the trauma and numbing of general responsiveness, as
determined by the presence of one or both of the following:
• Avoidance of thoughts, feelings or conversations associated with the event
• Avoidance of people, places or activities that may trigger recollections of the event
Criterion 4: At least two symptoms of negative alterations in cognitions and mood associated with the trauma:
• Inability to remember an important aspect of the event(s)
• Persistent and exaggerated negative beliefs about oneself, others or the world
• Persistent, distorted cognitions about the cause or consequences of the event(s)
• Persistent negative emotional state
• Markedly diminished interest or participation in significant activities
• Feelings of detachment or estrangement from others
• Persistent inability to experience positive emotions
Criterion 5: Marked alterations in arousal and reactivity, as evidenced by at least two of the following:
• Irritable behaviour and angry outbursts
• Reckless or self-destructive behaviour
• Hypervigilance
• Exaggerated startle response
• Concentration problems

ICD-10 criteria for Post Traumatic Stress Disorder
1. The patient must have been exposed to a stressful event or situation (either short or long lasting) of
exceptionally threatening or catastrophic nature which would likely cause pervasive distress in almost anyone.
2. There must be persistent remembering or reliving of the stressor in intrusive flashbacks, vivid memories or
recurring dreams, or in experiencing distress when exposed to circumstances resembling or associated with the
stressor.
3. The patient must exhibit an actual or preferred avoidance of circumstances resembling or associated with the
stressor.
4. Either of the following must be present-:
Inability to recall either partially or completely some important aspect of the period of exposure to the stressor,
OR
Persistent symptoms of increased psychological sensitivity and arousal shown by any two of the following:
Difficulty falling or staying asleep
Irritability or outbursts of anger
Difficulty concentrating
Hypervigilance
Exaggerated startle response
Criteria 2, 3 and 4 must all arise within 6 months of the period of stress. The diagnostic guidelines show that the
disorder should only be diagnosed after six months if the symptoms are typical and do not constitute one of the
other psychiatric diagnoses such as phobic conditions, other anxiety disorders, depression etc.
Reaction to extreme stress unspecified
If not all of the criteria are met the diagnosis of "reaction to extreme stress, unspecified" may be a more
appropriate label. However the criterion of the presence of the extreme stressor must be fulfilled

Emotional Impact
“Trauma creates a loss of faith that there is any safety,
predictability, or meaning in the world, or any safe place in
which to retreat. It involves utter disillusionment. Because
traumatic events are often unable to be processed by the
mind and body as other experiences are, due to their
overwhelming and shocking nature, they are not integrated
or digested. The trauma then takes on a life of its own and,
through its continued effects, haunts the survivor and
prevents normal life from continuing”
(Margolies, 2015)

Trauma and the Brain

Complex Trauma
Judith Herman (1997)
•

Highlighted Child Abuse, Domestic Violence, Sexual Exploitation,
Concentration-camp survivors, Torture survivors, etc as areas that need
different considerations because the current PTSD definition did not capture
the multiple and long ranging aspects of prolonged trauma.

•

Need for diagnostic criteria that goes beyond ‘simple’ PTSD.

•

“Survivors of prolonged abuse develop characteristic personality changes,
including deformations of relatedness and identity. Survivors of abuse in
childhood develop similar problems with relationships and identity; in
addition, they are particularly vulnerable to repeated harm, both selfinflicted and at the hands of others.” (Herman, 1997, p119)

•

Campaigned to have ‘Complex Post-Traumatic Stress Disorder’ recognised.

Domestic Violence
Sarah

Presented with depression and difficulties going out.

Revealed an internal pressure to ‘hurry up’ and never felt she could ever do anything right. Sarah
felt that she had felt like this for years but didn’t know why.

Sarah’s husband had died 4 years ago and he had been continually physically and emotionally
abusive throughout their 15 years of marriage.

Sarah came to recognise that although he was no longer there part of her believed she was still
in that relationship and she continued to behave in the same way; always hurrying in case she
was punished for being slow, not going out with friends because she didn’t have permission,
sleeping with her shoes on so she could run out of the house if he attacked her, and avoiding the
main bedroom because when she walked in she could smell his aftershave. She suffered from
frequent nightmares where he appeared from nowhere and chased her.
Anshula

Presented with relationship issues with her new husband

Anshula found it difficult when her husband reprimanded her teenage son frequently feeling so
distressed that she started shaking. This resulted in her husband withdrawing from parental
involvement and voicing his frustration at feeling helpless when her son was rude to her.

Anshula revealed that her ex-husband, who she divorced 3 years ago had been violent to both
her and her son.

Prejudice, Racism and Trauma
Paul

An older adult trans-historied man presenting with work stress. Mentioned feeling isolated with
persistent low mood.

Revealed a history of verbal attacks, witnessing physical attacks on other trans-identified people,
and a sexual assault over a period of twenty years.

Currently avoids others both in work and at home, will not walk anywhere alone, and feels trust is
impossible.

When asked said he experienced nightmares, woke frequently at night when hearing noise, and
couldn’t get images out of his head.
Camille

A black woman aged 43 presented with anxiety in social/leisure situations. She described feeling
on edge and being very conscious of her own appearance with a belief of “I must fit in”.

Remembered a particular incident as a young teenager entering a shop with her mother and a
large white man spitting at them and hurling racist insults.

Recognised that since that time she had decided that she must fit in and “tone down her
blackness”. This resulted in hair straightening and skin bleaching. She also followed her mother’s
advice to “ignore it” , which meant that throughout her life she had denied any experience of
prejudice or racist abuse.

Realising the extent of the prejudice she had experienced and the lengths she had gone to in
order to cope with this brought horror, shock, and distress.

Traumatic Loss
Amir

Presented with relationship difficulties with his boyfriend. He spoke of their close relationship and how much he
loved him but later revealed that this felt more like a friendship than lovers.

He had considered ending the relationship but felt that his boyfriend wouldn’t cope and he couldn’t risk upsetting
him. He reflected that others had often commented that he was ‘too nice’ and trying to avoid upsetting others
was a theme for him.

Amir revealed that his father had completed suicide 10 years ago when he was 15 and he had felt that he was
responsible because he had been in trouble for several years prior to this which had distressed his father. He
believed therefore that if he didn’t upset anyone they would not try to take their own lives and he was hypervigilant about the possibility of causing offence.

Amir further revealed that he often had nightmares and could not access any good memories of his father as all
he could see was his father’s face when he died.
John

Referred by GP because he was not coping with the death of his 12 year son who died 2 years ago.

John reported not sleeping, no motivation or interest in anything, feeling distress, and becoming estranged from
his wife who seemed to be functioning better and was back at work.

Before his son’s death John had spent over a year sitting by his son’s hospital bed when he was frequently
admitted to hospital. During that time several errors were made that John consistently drew the staff’s attention
to, some more serious than others; he witnessed and supported his son while he endured invasive and painful
procedures; and was the ‘rock’ for the family.

John felt that if he slept things would go wrong, he was alert to any changes in his wife or daughter that would
then worry him, he was irritable feeling that he didn’t recognise himself, and had images of his son ‘wasting
away’ in his head that wouldn’t go away making it hard for him to remember him before he was ill.

Hidden Trauma
Hidden by years
 Hidden from self and others – becomes
the norm
 Hidden through stigma/internalised
prejudice
 Hidden by grief
 Hidden by an expectation to be “ok”


Clues to Hidden Trauma









Phrases that appear childlike in nature or too
absolute
Hyper-vigilence
Poor sleep
The experience feel/sounds recent not in the
past
Awareness of internalised prejudice and its
origins/racism and prejudice
Awareness of the long term impact of DV
Listening for trauma in grief
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